Clinic Visit Note
Patient’s Name: Sohrab Yazberdi
DOB: 08/03/1952
Date: 06/25/2026
CHIEF COMPLAINT: The patient came today with abnormal lab report and followup for anemia, chronic kidney disease, iron deficiency and low HDL.

SUBJECTIVE: The patient came today with his son stating that he has chronic kidney disease and was seen by a nephrologist; he has an appointment in the next few weeks. The patient’s creatinine has increased. Also, the patient had a laboratory test done which showed high serum calcium and he had previously also high calcium few weeks ago. At this time, the patient also had a parathormone level and it was elevated.
The patient has a history of iron deficiency and his iron levels were slightly low along with mild anemia. The patient is going to have stool test for occult blood and, in the meantime, he will start the ferrous sulfate 325 mg that he has at home once a day.

The patient has a fasting lipid panel and his HDL cholesterol was low. The patient is advised on increasing Omega-3 fatty acids in the diet. Also, the patient has Omega-3 1000 mg tablets to start one a day.

The patient was also advised on low-carb diet and start total body workout gradually.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, cough, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 40 mg tablet one tablet daily along with low-fat diet.

The patient has a history of diabetes and he is on glipizide 10 mg tablets two tablets in the morning and one tablet in the evening along with metformin 1000 mg tablet one tablet twice a day and pioglitazone 45 mg tablet once a day along with low-carb diet. Also, the patient has a history of hypertension and he is on losartan 50 mg tablets once a day along with low-salt diet and the patient is on aspirin 81 mg once a day.

SOCIAL HISTORY: The patient is married and he is retired and he lives with his son. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or bruits.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft and slightly obese without any tenderness and bowel sounds are active. There is no suprapubic or CVA tenderness.
EXTREMITIES: There is no calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.

I had a long discussion with the patient and his son and all their questions are answered to their satisfaction. They verbalized full understanding.
______________________________
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